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ABSTRACT OF THESIS
Community Support Program Staff Views Toward Family tnvolvement
with the Adult who has a Serious and Persistent Mental lllness
Research Study

Timothy W. Himango

Research has shown that staff of mental health programs will blame family
members for problems incurred by an adult member with a serious and

persistent mental illness and therefore be excluded from invotvement in the
adult's community support plan. Fifteen personal interviews of staff from four
community support programs (C$P's) in Minnesota's Hennepin County were

conducted, using a combination of a standardized open-ended question
interview format and a S-point Likerttype scale. The CSP staff viewed family
members as both positive and negative in their influence on the adult with a

mental illness. Their decision was influenced by client self-determination,
confidentiality, agency policies and practices, and personal experience. The
results provide implications for future social work in the delivery of services in
Gommunity support programs as it relates to involvement of family members.
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Chapter

I

INTRODUCTION

The challenge that mental health professionals and families face in the
betterment of persons with a mental health disability reflects the contradiction of
treatment approaches throughout history. This research study begins with an
historical overview of the treatment process of persons with a mental illness. !t
lays the foundation for an investigation of how community-based programs and

their staff view the role of families in the treatment of this population.

H

istorical Sisnificance
The treatment of those who have a mental illness follows a pattern of

extremes throughout history. ln the spectrum of care, people with mental health

disabilities have been ignored and ostracized by the community and coerced
into undesirable treatment plans (Mizrahi,

1992). From the beginning of the

Middle Ages to the time of deinstitutionalization, persons with mental illness and
their families were the least influential in deciding the mode of treatment. Also,

history reveals what led to the development of the community mental health
movement and the present day community support program,

Middle Ages Thraugh the Age of Reason

The lack of medical knowledge in the Middle Ages through the
seventeenth century contributed to an unpredictable and often miserable
environment for those with a mental illness. Mental illness was often viewed as
an abnormality brought on by evil mysticism or witchcraft. The prescription for
recovery involved "trephining the skull... to allowthe escape of the evil spirits
believed to have caused the madness" (Roberts and Kurtz, 1987,

p 7G) Fear of

the unknolvn caused families to abandon those members who exhibited unusual

behavior. While some received relief from charity, more often they were forced
to endure additional acts of cruelty or were thrown out of the community to face
starvation and further ridicule (Chacko, Adams and Gomez, 1985; Roberts and

Kurtz, 1987). ln the Age of Reason, people with a mental illness didn't fare
much better, in fact some researchers believe treatment became more aberrant.
No research could be found that suggests any major movements to aid those
affected with any mental disease during this period of time (Chacko, Adams and
Gomez, 1985; Roberts and Kurtz, 1987).

The Eighteenth century to the Beginning of tnstitutions
The mid-eighteenth century ushered in the time referred to as the "moral
treatment" movement which is regarded as the beginning of major reforms for
persons with a mental illness (Roberts and Kurtz, 1987; Office of the Legislative

Auditor, 1989 and Terkelson, 1990). Asylums for the mentally ill emerged as an
improvement over previous treatment modalities. This period also saw the
emergence of such early reformers as Dr. Philippe Pinel, who may have been
the first to believe that people with a mental illness were not incurable criminals,
but people who could recover from their illness (Bernheim and Lehman, l gBS;
Roberts and Kurtz, 1987).
It was believed that these institutions provided two functions: To protect

persons with a mental illness from the stresses of life in the community and
provide them with a setting for which they coutd recover from their illnesses

(Terkelson, 1990). Families were not seen as the source of a person's illness,
but rather they were at fault for not shielding the patient from the ills and

stresses of the community. Therefore, families were discouraged from visiting
with the relative until they were cured from their illness (Terkelson, 1gg0). This
2

absence of the member with the mental illness made it impossible for the family
to learn how to accurately respond to certain behaviors. With what began as a
positive reform movement for persons with mental illness, institutions actually
initiated the separation of families from the member who was ill.

The Peak of Sfafe Hospitals and the Beginning of Deinstitutionalization
The popularity of state mental hospitals soared throughout the nineteenth
century with the efforts of such people as Dr. Benjamin Rush and Dorothea Dix
(Berheim and Lehman, 1985; Chacko, 1985; Roberts and Kurtz, 1987). The

prevailing thought during this time was to remove the person with a mental
illness out of the urban regions to the more subdued rural setting. The belief
lvas that the urban environment was a contributing factor to the person's illness.

While this movement improved the conditions for many people for a period of
time, the state hospitals separated families even further. Also, the number of

large institutions grew both in number and size. By the 1850's, public mental
hospitals were transformed from small facilities into large custodial buildings
(Roberts and Kurtz, 1987). Staff became outnumbered by the residents and

care gradually diminished. Families were continually discouraged from visiting
with their relative with a mental illness. Therefore, they were not prepared for

the upcoming massive release of family members into their care.
By the mid-nineteenth century, state hospitals took on the task of being

the primary caregiver for persons with severe and persistent mental health
disabilities (Chacko, 1985; United States Department of Health and Human
Services, 1992; Minnesota Office of the Legislative Auditor, 1g86; Roberts and
Kurtz, 1987). Because of a rapid influx of impoverished immigrant groups and
the increased numbers of the poor, state governments chose to increase the
size and number of hospitals. Separate institutions were created for those with a
J

mental illness and other

disabilities. The quality of life for people living in state

hospitals decreased rapidly as the ratio of residents to staff grew to unhealthy

proportions. Treatment for persons with a mental illness became inhumane.
The increased use of psychotropic medication and pressure from
advocacy groups led to the beginning of deinstitutionalization from these state

hospitals (Chacko, 1985). lt also represented the beginning of the community
mental health movement. Nationwide, state hospital residents declined from

550,000 in 1955 to less than 200,000 by the mid-1970's (Roberts and Kurtz,
1987). ln Minnesota, deinstitutionalization accounted for the decrease in the
number of persons with a mental illness living in state hospitals from 10,012

residents in 1960 to 1 ,235 residents in 1985 (Minnesota Office of the Legislative
Auditor, 1986). Although steps were taken to create a comprehensive system of
community-based support programs, families and communities were not
prepared to take on the role of primary caregiver for the large influx of persons

with mental illness who were a part of this deinstitutionalization process
(Anderson & Lynch, 1984; Axelrod, Geisman, & Ross, 1994; Solomon & Draine,
1994; Thompson & Doll, 1982). Persons with a mental health disability had
been separated from families for so long, the adjustment for families and the
newly created community-based programs came with conflicts in role perception,

responsibility and direction for this population. McElroy (1987) estimates that
4.5o/o of the American

population has a mental illness. The need for cooperation

between families and mental health professionals has never been greater.

Statement of .the Problem

ln 1977, the National lnstitute of Mental Health launched the Community
Support Program (CSP) to promote the development of comprehensive
community-based support systems to assist persons with mental iltness in
4

remaining in the community (The League of Women Voters, 1988). Whenever a
person with a serious and persistent mental illness becomes involved in a
community support program (CSP), that individual, with the help of the CSP staff

develops an individualized program plan. This plan is customized to meet the
individual needs and requests of the participant. lt is usually written in the form
of goals and objectives to reach while in the program. The goals can include
such activities as money management, medication self administration,

education, employment, nutrition, food preparation and others. The plan
develops in coordination with the CSP staff person and the participant with
direction from the agency guidelines. The CSP staff person and/or program

participant may also call on various family members for input in the case plan.
The family members involved with an adult with a serious and persistent
mental illness can include parents, siblings, partners, children and/or extended

family members (aunts, uncles, grandparents,

etc.).

Blended families and those

formed through adoption are also included. Depending on the age of the person
with the mental illness, adult children need to be considered as potential family

members. Research suggests that from 25 to

660/o

of persons coming out of an

institution wind up with their families (Spaniol, Jung, Zipple and Fitzgerald, l gBZ)
lf community support program practitioners exclude or minimize the participation
of family members, the chances of participants receiving conflicting messages

from themselves and the family increase

greatly. Persons with a menta! illness

may be forced to choose between the needs of their community support program
and their family. The struggle for the participant creates unnecessary increases
in personal stress.
Program participants may also choose to not include their family in the
treatment process and the CSP staff cannot invalidate that request for selfdetermination and confidentiality. The challenge for the mental health
5

professional is in striking a balance between client self-determination and
advocating for inclusion of all persons having a direct influence on the

participant's !ife.

Purpose and Overview

This research begins with determining the current perceptions that mental
health professionals have regarding family members of clients participating in a
community support program. The purpose is to examine if the attitudes of
community support program staff reflect the involvement of family members as

favorable or adverse to the participant's plan. Further exploration entails the
rationalization taken with the stance of CSP staff. Personal experience with
family members may be an influencing factor that has shaped the staff person's
current attitude. Other issues such as confidentiality and client selfdetermination can be interpreted in a way that creates obstacles for open
communication and support for the family (Task Force on Homelessness and
Severe Mental lllness, 1992).

Rese-arch Questions

Perception of family involvement by community support program staff
begins with the premise that any treatment plan is based on the best interest of
the client. Every person who has a mental illness is different from another,
hence many different factors play into the perception. The premise helped to
create the following research questions:
1

, How do staff of community support programs view the influence of family
members for the adult with serious and persistent mental illness who is

participating in the program?

2. What are the factors involved

that have shaped this view of family members?
6

3.

What do community support program staff feel is most and least comfortable
in providing services to family members of their clients?

7

Chapter ll
REVIEW OF LITERATURE

The psychiatric rehabilitation model, systems theory and family-centered
social work practice form the basis for this research. Literature written about the
issues faced by community mental health programs and family members of
person with a mental health disability settle into several categories:

.
.

How mental health professionals and families have viewed each other.
How families are incorporated into community-based mental health

organizations.

.

The use of psychoeducational and family therapy techniques to also involve
family.

'

The burden that families have when a member has a mental health disability.

These categories provide the body for this review of literature.

Conqeptual Frameworks

Psvchiatric Rehabilitation Model
Psychiatric rehabilitation (also called psychosocial rehabilitation) is
considered more of a philosophy than a model since the focus is more on
fundamental principles than specific techniques. Irvan D. Rutman (1994)
describes some of its core components:

.

Providing opportunities to those being served to participate as fully as

possible in normalizing roles and relationships.

.

Commitment to dealing with practical, realistic elements of an individual's
adjustment needs.

.

An emphasis on facilitating social learning and behavioral change through
experiential activities,

I

.

Minimize differences in role, authority, and status between the program

participant and the helping professional (pp. 5S).
Therefore, psychiatric rehabilitation attempts to create an environment in which
the person can overcome the barriers to having a "normal" life associated with
having a serious and persistent mental illness.

Svstems Theorv
Systems theory seeks to view clients as the focal system within a greater
sphere of interacting subsystems. The community support program, family
members, peers and significant others are just a few examples of possible
systems in clients' view of their existence. Spaniol et. al. (1987) suggests that
systems-oriented theorists attribute the mental illness of a family member as a
manifestation of the entire family through its interacting parts under a specific set

of rules of acceptable behavior. For this research, systems theory has a much
more positive role in looking at families as resources or allies in the treatment of

the mentally ill (Lefley & Johnson, 1990).

Familv-cente(gd Social Work Practice_
Based on a systems framework, family-centered social work practice is
based on the premise that people can be understood and assisted in the context
of one the most intimate and powerful human systems, namely the family
(Hartman & Laird, 1983). Family-centered social work practice regards the

interaction between family members as providing insight for effective treatment
(Hartman & Laird, 1983). The interactions include: verbal and nonverbal
communication, boundaries, role assignment, and other concepts. This
research study concentrated on how the staff perceives the importance of family
interaction with their clients who have a mental illness.

I

How Families Perceive Communitv-Based Programs
An overwhelming majority of research found families have a general
dissatisfaction when community services were provided for their member with a
mental health disability (Bernheim & Switalski, 1988; Grella & Grusky, 1989;
Group for the Advancement of Psychiatry, 1986; Hanson & Rapp, 1992;

McElroy, 1988; Spaniol, Jung, Zipple, & Fitzgerald, 1987; Smits, 1988; Solomon
& Draine, 1994). Even with some positive responses found in Solomon and
Draine (1994), families identified areas for improvement in the treatment and

care. They examined 55 family members for their Ievel of satisfaction with
consumers as case managers (Solomon and Draine, 1994). Consumers as case
managers meant the mental health professionals providing care to clients had a

mental health diagnosis themselves. The families were generally satisfied with
the case management services whether the professional had their own illness or

not. Families also recognized some unmet needs in teaching about
medications, how to motivate their relative, and giving practical advice or
emotional support (Solomon and Draine, 1994).
Hanson and Rapp (1992) placed their attention on family's experiences

and needs in community mental health programs. ln another survey, they took a
sample (n=69) of families from a larger study that was done earlier by Hanson

(1989). They asked families for their perception on how well community mental
health programs and services met their needs. Some of the categories they
were asked to cornment on included, "making contact with your relative when
released from the hospital" and "giving you practical advice on how to cope with

this situation" (p. 185). They used a three point Likert-type scale with 1 as "not
well at all", 2 as "somewhat well" and 3 as "very weil" (p.1Bs). The families
asserted that community case management had several deficits. The deficits

l0

included: poor transition from hospitals to the community, unrealistic
expectations on the family, and lack of communication with the family.
Families mainly agreed that greater communication and information is
needed from mental health professionals (Grella & Grusky, 1989; Hanson &

Rapp, 1992; McElroy, 1988; Smits, 1988;). Grella and Grusky (1989) and Smets
(1982) both made conclusions that one improvement in making families a part of
a program is through increased communication. Families and mental health

professionals needed to increase communication in medication issues, setting
ground rules, stress management and information regarding the specific illness
of their family member. The researchers recommend that more attention be
given to families' experiences and needs, and for community mental health
programs to make changes in practice which address those needs in the future.

Grella and Grusky (1989) interviewed 56 family members from seven
different counties and admit their results were based on a small non random
sample size of families who were recommended by case managers in the

counties. "The families were less than satisfied with the assistance they
received from the mental health system in understanding their own problems
with the mentally ill relative, and with the information they received about coping

with crisis involving the family member. They were also less than satisfied with
the assistance they received in finding community resources" (Grella & Grunsky,
1989, p.883).
Smits (1982) used a 17-item questionnaire posed to families members
(n=23) and clinical staff (n=5) vvho were connected to a rural health care setting.

The results indicated that almost two-thirds of the respondents showed
knowledge, concern and a willingness to be involved in their members treatment.
However, disagreements between staff and family members on treatment
planning which threatened any possible involvement of the family. Families also

u

stated that more information is needed from staff members. Smits (1982)
recommends that steps need to be taken to encourage staff to include family
members in their patient's treatment plans.

How Mental Health Staff View Fam ilies and Their Deliverv of Services
Mental health professionals believe that families were generally satisfied
with the services being provided in their programs, but the families themselves
express the opposite opinion (Bernheim & Switalski, 1988; McElroy, 1987;

Spaniol, Jung, Zipple, & Fitzgerald, 1987). Spaniol et. al. (1987) randomly
selected one community mental health center from each of 48 states, 12
programs responded to the study. This resulted in 93 out of a possible 245

professionals completing the open and closed ended survey. One hundred and
forty family members were also included in a similar survey to evaluate the
performance of the professionals (Spaniol et. al., 1987). The data suggested that
professionals felt they did a satisfactory job in providing services to family

members. Reality proposes that "...professionals really don't know what families
want or need. They haven't been trained to listen to families and to assess their
need from the families'own perspective" (Spaniol et. al., 1987, p. 187).

Another study completed by Evelyn M. McElroy (1987) compared mental
health nurses (n=60) and families (n=52) in the perceptions of the most to least

educational needs of families and the most to least bothersome behaviors
displayed by the family member with a mental iltness. Again, incongruities exist
between families and in this case, nurses. Out of 29 items in each category,

only a few could be considered as agreements between the two subjects.
Surprisingly, the need for family therapy was one that both nurses and families
found to have low concern (McElroy, 1987). For example, families perceived
information on medications and management techniques to promote
t2

independence and self-esteem for the ill relative as the top two most important

educational needs. Nurses felt that families' greatest educational needs were in
handling suicidal behavior or physical aggression in the home (McElroy, 1987).
Bernheim and Switalski (1988) gathered their data from 350 mental health

providers in a mailed survey. They note that 4}o/o of the respondents felt that
their organizations did a good job of working with families and that families felt
satisfied and supported. Yet one third also felt most families interact with the
disabled individual in ways that make the illness worse.
How Families are In

lved with Proorams

Still other research centered on evaluating programs that have actively
included families in the process of the family member receiving services.
Programs have made direct attempts at intentionally drawing on the family

support system for the person with a serious and persistent mental illness with
interesting results (Berheim, 1990; DeChillo, 1993; Scharfstein & Libby, 1982).
ln each case, the technique and the subsequent evaluation are described as to
how the family can be involved in the process for their mentally ill relative.

Although all three had very different programs, they all received positive
responses from family members. East House Corporation in New York, a

housing program for both persons with mental illness and recovering alcoholics,
developed family support components to include: orientation, family consultation,
group activities, and ongoing communication (Berheim, 1gg0) "The

ovenrhelming majority of residents and families respond positively, often
enthusiastically, to staffs attempts to involve family members" (Berheim, 1990,

p

668).

lnpatient psychiatric hospitals provided other settings for engaging family
members (DeChillo, 1993; Scharfstein & Libby,

1982). Scharfstein & Libby

(1982) focused on the use of "family orientation group meetings" when an
13

individual encountered that often traumatic initial period of admission into the
psychiatric hospital (p. 560). Hospital staff, drawing from family, group, and
patient education theories would provide a one time, hour and a half long group

therapy session to families and the recently hospitalized individual. DeChillo
(1993) collected data from families of persons on the inpatient unit and hospital
social workers. The Likert-type scales suggested a significant level of
satisfaction from both families and the social workers when collaboration existed
in the treatment of the member in the hospital.

Spaniol, Zipple, & Lockwood (1994) summarize from their own review of

literature, rather than from an actual program, to assert some suggestions for
supporting and involving families:

1. Clarify roles,
2. Work as a team,
3. Use educational approaches,
4. lnclude families in planning and system monitoring groups,
5. Learn to respond to intense feelings,
6. Meet local support groups,
7. Acknowledge diverse beliefs,
8. Point out family strengths,
9. Develop your own supports and
10. Be clear about your own limitations. (pp 158-159)
Research reveals that psychoeducational services and the use of family therapy

are also positive tools in retaining family involvement.

Familv lnvolvegrent throuoh Psvchoeducational Services.
Knowledge and understanding of mental illness can help in the

therapeutic process for both the family members and individual.
Psychoeducational group research has addressed helping families comprehend
aspects associated with schizophrenia (Anderson, Hogarty & Reiss, 1g80,

Walsh, 1988), bipolar (Brennan, 1995), and depressive (Jacob, Frank, Kupfer,

l4

Cornes & Carpenter, 1987) diagnoses. Mannion, Musser, and Solomon (1994)

studied psychoeducational services for spouses of persons with serious mental
illness without designating specific diagnoses. The groups ranged from six
(Anderson et al., 1980) to fourteen (Brennan, 1995) weeks, with sessions lasting

for two hours (Brennan, 1995 and Mannion et al. 1994).
The results of the psychoeducational groups were positive for both the
family members and the individual with a mental illness in increasing knowledge,
decreasing anxiety and gaining confidence in managing the symptoms of mental
illness (Anderson et al., 1980, Brennan, 1995; Jacob et al, 1987; Mannion et al.,

1994). Rather than provide results from an actual group that provided
education, Walsh (1988) gave a summary of techniques and strategies for social
workers who may want to provide educational services to families.

Families' lnyolvement Throuoh Therapv.
Although the literature on family therapy for persons with mental illnesses
is extensive, there are examples of specific approaches (Beels & McFarlane,
1982; Marley, 1992). Beels and McFarlane (1982) and Marley (1992) atso

recognize psychoeducational groups as an effective model for family therapy.
Behavioral, brief, strategic and systems therapy is reviewed by Beels and
McFarlane (1982) as other potential approaches. Marley (1992) chose to
summarize the use of "communications theory-based interventions" in family

therapy (p. 413). Rather than explain each approach, Beels and McFarlane
(1982) states that "all of these treatments share an emphasis on strengthening
the family organization to meet the disorganizing threat of psychosis" (p. S4g).

l5

The Burden on Families
Several studies reviewed the impact of having a member of the family with
a serious and persistent mental illness and how it has "burdened" the rest of the

family (Anderson & Lynch, 1984; Clark & Drake, 1994; Hatfield, 1978; Lamb,
Hoffman, Hoffman & Oliphant, 1986; Roy-Byrne, Gross & Marder, 1982;
Thompson & Doll, 1982). The studies suggest that families experience
everything from financial losses (Clark & Drake, 1994), to feelings of blame
(Lamb et. al., 1986; Roy-Bryne et. a., 1982), and emotional stress (Anderson &

Lynch, 19M; Clarke & Drake, 1994; and Hatfield, 1978). From 25#o/o of the

time, the family becomes the primary caregiver for the person with the serious
and persistent mental illness who has left the state hospital (Anderson & Lynch,
1984; Spaniol et al., 1987; Thompson & Doll, 1982). Therefore, community

support programs can assist with lifting some of the burden through information,
guidance and/or direct treatment plans for creating self-sufficiency for the
relative with a mental illness.

Gaps in the Research
Several questions still remain. What about families who choose to not

participate in any part of a plan for their member with a mental health disability,
even when offered a chance? Many persons living with a mental health

disability have "burned their bridge" with family members and no longer have
contact with them. This research project addresses, but cannot answer that

question since it will no, inrolve the family members themselves.
Do confidentiality and client self-determination play a part in allowing the
staff of the programs to involve family members? This means when clients have
requested that family not be contacted while in the program, the Privacy Act of
1974 requires that staff only interact with those whom the client has signed a
l6

release to exchange information with. There are times when the client will

purposely not sign any sort of release to prevent any contact with family
members.

The attitudes or self examination of community support program staff
towards families has not been found in the literature either. These questions

offer gaps that have not been addressed in any of the research found in the
literature review.
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Chapter lll
METHODOLOGY

Bqsearch Questions
Perception of family involvement by community support program staff
begins with the premise that any treatment plan is based on the best interest of
the client. Every person who has a mental illness is different from another,

hence many different factors play into the perception. The premise helped to
create the following research questions:
How do staff of community support programs view the influence of family
members on the adult with serious and persistent mental illness who is

participating in the program?
What are the factors involved that have shaped this view of family
members?

What do community support program staff feel is most and least
comfortable in providing services to family members of their clients?

Cgncepts and

TenE

Mental flIness is an organic disorder of the brain or a clinically significant
disorder of thought, mood, perception, orientation, memory or behavior that
seriously limits a person's functional capacities relative to primary aspects of
daily living such as personal relations, living anangements, work or recreation
(The League of Women Voters, 1988). This definition is from the Minnesota
Comprehensive Mental Health Act of 1987. People who are simply suffering

from difficulties in life adjustment are not included in this definition, but are often
served in CSP's and other mental health services (The League of Women
Voters, 1988).
l8

Serious and Persr.sfent Mental lllness allows for persons to receive
services such as those included in community support programs and case
management. The Minnesota Comprehensive Adult and Children's Mental
Health Act of 1987 defines the basic requirements for someone to have a
serious and persistent mental illness. The adult has to:

1. have a diagnosis of schizophrenia, bipolar (also called manic depression)
disorder, major depression, or borderline personality disorder, and

2.

indicates a significant impairment of functioning, and

3, either have had periods of psychiatric hospitalization recently, or
4. has a written opinion from a mental health professional stating that the adult
is likely to have such episodes in the future unless an ongoing community
support services is provided. (Minn. Stat. 245.462 subd. 20, p. 5).

Community Support Programs (CSPs) began as a demonstration
project to provide extensive services to persons with serious and persistent

mental illness through outreach, employment, social functions, independent
living skill training and other services (Chacko, 1985). The 1987 Minnesota
Comprehensive Mental Health Act called for community support programs to

provide support and assistance to persons with serious and persistent mental
health disabilities (The League of Women Voters, 1988). Services specified in
the Act include services relating to employment, leisure time activities,
maintenance of appropriate living arrangements, crisis intervention and other

services. For this research, Bentley (1994) describes CSPs as providing "a
continuum of services and supports that is flexibte, tailored, coordinated, and
most importantly consumer- and family-oriented" (p. 2gg).

Family will be defined as the family of origin. Hartman and Laird (1g8g)
define family of origin as "blood ties, both vertical (multigenerational) and

horizontal (kinship), living or dead, geographically close or distant, known or
19

unknown, accessible or inaecessible, but always in some \,vay psychologically

relevant" (p. 30). Blended families, partnerships, and families formed through
adoption need to be also considered in the definition of family. People who are
geographically close, living, and accessible are to be considered in this

research. The family members involved with an adult with a serious and
persistent mental illness can include parents, siblings, partners, children and/or
extended family members (aunts, uncles, grandparents, etc.).

Research Degiqn

This exploratory research study examined how staff of community support
programs viewed the involvement of family members with their clients who have
a serious and persistent mental illness. This researcher used what Rubin and
Babbie (1993) state as purposive sampling. Four community support programs,

all located in Hennepin County, were selected to be in the study. Two of the
community support programs were located in a"urban setting. The other two in

suburban locations. The purpose of this sampling was to examine the
differences in the views and experiences in these two settings. The
standardized interviews involved a specific formatted questionnaire with openended questions and a Likert-type question (see Appendix B) to evaluate the

attitudes of CSP staff on family involvement with the adult member in the
program.

This research differs from previous research in two ways. First, this type
of research has not been done in this specific geographical area; Hennepin
County. Second, the study looks to examine the attitudes of the community

support program staff and possible barriers faced by the CSP staff in today's
context of confidentially and client self-determination. The research gives a

potential indication of the attitudes of CSP staff in Hennepin County.
20

Subiect Selection

There are seven CSPs located in the Hennepin County area: North,
Seward, Lighthouse, Northwest, Vail Place-Mpls., Vail Place-Hopkins, and

Charaka. The researcher completed a purposive sampling of four out of the
seven community support programs with the intention of interviewing four staff
members in each. One community support program had three interview

participants, so the total sample included 15 test subjects. The interviews were
conducted over two separate days in the month of June 1997. The interviews
were, with the approval and arrangement of

the directors from each CSP, with

staff members who volunteered to participate in the study. The interviews were
conducted on two separate days with consecutive interviews in the morning and
afternoon of each day. The interviews were audio taped to insure accuracy in

the data collection process.

Protection of Human Subiects

All interviewees signed the consent forms that included provisions for
approval to be audio taped and to have comments printed in this thesis. See
Appendix A for a copy of the consent form. There were no foreseeable risks in

participating in this study. Direct benefits were that each participant received
$5.00 upon completing the interview. The source of payment came from the
researcher's personal funds. lndirect benefits included furthering the knowledge
of how staff of community support programs view family participation with the
adult who has a serious and persistent mental illness.
lnterview participants were given the option to skip any question and still

remain in the study. lnterviewees were never asked to reveal their name while
conducting the interview. This process hopefully reduced some of the
2l

systematic enors associated with personal interviews. As reflected in Rubin and
Babbie (1993), participants may have responded by what they thought was right
rather than what they usually

do. None of the survey results of direct quotes will

be able to be traced back to any one participant. Each participant was able to
send a postcard to this researcher's work address to receive a summary of the

results. lnterviewees have the opportunity to read the entire results of the thesis
through the Augsburg College library.

Data Collection lnstrument

The measurement instrument design was a standard questionnaire with
open-ended questions and a Likert-type question that was filled out at the end of

the interview along with some demographic information. See Appendix B for a
copy of the interview form. The open-ended questions were used in order to

obtain meaningful, qualitative responses while allowing this interviewer to probe
certain responses.
The beginning of the interview established the job title of each participant
and the extent to which families are involved with their clients. For instance,
interviewees were asked what percentage of the clients had regular contact with

family members and the reasons for the contact. The reasons for clients that
had no contact with family were also documented.

The next part of the interview examined how CSP staff perceive family
involvement and what or whom influenced this view. Also, interviewees had an
opportunity to express specific examples of how family members have had a

positive and/or negative influence on the clients in their program.
The third portion of the intervie\,v was a description of responses that
relate to the factors that may have been influencing the involvement of family
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members. These factors can be both a negative or positive influence on the
adult with the mental health disability.
The fourth portion of the interview asked the interviewee to think from the
perspective of the family member to evaluate their concems or needs that may
be going unmet with CSP services.
Lastly, interviewees were given a 5-point, Likerttype set of questions to

evaluate how they felt providing certain activities for family members of clients in
their program. Demographics on gender, age, race, and current work
experience of the interviewees at the agency and in mental health in general

were collected.

PJetest
The interview format was pre-tested in a community support program
located in Anoka County. lt was selected due to the previous employment
connection with the researcher. After completing the interview, these
participants vvere asked to evaluate the interview content and process. Minor
adjustments were made to the standardized interview questions. The
information derived from the interview questions were not used in the research

study, since the study population only included staff of CSPs in Hennepin

County. Pre-test participants also signed the consent form and received $S.00
for their participation.

Data Collection
Data were collected by the researcher who was also the interviewer of the
CSP staff. The interviewer took extensive notes while the interview was audio
taped to review at a later date. The interviews were conducted within the
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agency of the research participants. Raw data was kept in a Iocked box at the
home of the researcher to ensure confidentially of the results.

Data Analvsis
Notes were taken during the interview and transferred on a computer with
the creation of specific themes as they developed during the interviews.
The purpose of the data analysis was to complete a content analysis and

categorize specific themes found in the interviews. The open-ended questions
allowed for more in-depth descriptions of the current issues facing CSP staff as
it related to family involvement.

24

Ghapter lV
FINDINGS

This chapter describes the information gathered from fifteen interviews
from four separate community support programs (CSPs) in Hennepin County.

The Findings chapter includes interviewees' demographics, their views on family
involvement in their clients' lives and their views on family involvement in their
program.

Demooraohics of the CSP, lnterview Participants
The first question asked interviewees (N=15) for their current job title.

The responses varied with the different CSPs. Some of the different job titles
could have been combined due to similar duties, but they were not asked to
elaborate on their title. The job titles are presented in Table 1 below:

Table 1
lnterviewee's Job Title (N=15)
n=

Housing $pecialist

3

20

Outreach Specialist

3

20

Center Counselor

2

14

Mental Health Counselor

2

14

2

14

Clerical Specialist

1

o

Drop-ln Coordinator

1

6

lndependent Living Skills Counselor

1

o

P

rogram Coord i nator/D recto r
i
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Table 1 demonstrates the variety of services provided by community support
programs for adults with a serious and persistent mental illness. Since each
CSP site provided daily activities for their clients, persons with such job titles as

drop-in coordinator, center counselor and mental health counselor most likely
performed those duties. The job titles also reveal community support programs'
emphasis on providing the basic services to clients as housing, independent

living skills training and outreach.
As shown in Figure 1, the majority of the study participants were 13 (87o/a)
of the interviewees were female and 2 (13%) of the interviewees were male.

Male
n=2

Female
n=13

Figure

J.

Gender of the lnterviewees.
(N=15)
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Race and ethnicity revealed predominately Caucasian participants
(n=13).

Multicultural
n=1

Other: Human
n=1

Caucasion
n=13

Fisure

2.

Race and Ethnicity of lnterviewees.
(N=15)

This study did not ask the interviewees the demographics of their clientele. The
impact of having CSP staff being primarily Caucasian is not addressed in this
study.

Figure 3 presents the number of interviewees in each age group. The 3034 and 35-39 year old categories combined (n=7), represented nearly S0% of
the sample. The next most common group represented was between 19-29
years old (n=4) with 27o/o of the population. 40-49 year olds a close third (n=B)

with

29o/o of

the study population. One interviewee was 60-plus, which was in

the 7% range of the population.
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59

Over

AGE

Fiqure 3. Ages of the lnterviewees.
(N=15)

The leve! and type of education of the interviewees represented a wide
variety of educational degrees. The degree held by the largest number of
respondents was that of Bachelors of Social Work (n=3), and was only 21olo of
the total study population.

Table 2
Education of the lnteJviewees (N=15)

of

n=

High School Diploma
Bachelors of Arts or Sciences
[in Psychology (2), Sociology, Psychology/Sociology,
Therapeutic Recreation, Human Services, and
Social Work (3)1.
Masters
(in Psychology, History, Public Administration

28

1

6

11

74

3
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Two respondents with Bachelors degrees stated that they were currently working
towards a Mastels level degree. One in the area of counseling and psychology,
the other in social work.

Lastly, interviewees were asked to give the length of time spent at their
current position, at the agency and in the field of mental health (see Table 3).
Most notable in this table were the range of years of experience in each of the
categories.

Table 3
Number of-Years at Current Positiqn, Aoency and in the Field of Mental Health
(N=15)
Tvoe

Median

Ranoe

Position

3.18

3

9.23

Agency

4.24

4

14.42

Mental Health

9.80

10

24.00

4,Jvpical Caseload
lnterviewees were asked for the size of their current caseload. For that
number, they were then asked to estimate the percentage who had regular
contact with family members. ln this case, regular contact was defined as a
range from once every couple of months to daily meetings with some family

member. Those who did not identify themselves as having a caseload, were stil!
asked to estimate the percentage of regular family contact of people
encountered on a daily basis at their CSP. As noted on Table 4, ten
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interviewees had current caseloads and four had no caseloads. One person
choose to skip the question.

Table 4
Qaseload Size and Pqrcent of Clients with. Familv Contact (N=14)

Tvpe ... . . n=
Caseload 10
No Caseload

4

Mean
Caseload

Size . .

Mean Percent of
Clients with Family Contqgt

26

560/o

N/A

48o/o

When the participating community support programs were divided by
region, urban vs. suburban, there were slight differences in the perception of
family involvement with their clients (see Table 5). Any number of factors could
contribute to the differences, including, as one participant from an urban CSP
stated, 'You will probably find that our members have less contact with their

families than others because of issues like poverty, homelessness... that sort of
thing" [audio

tape].

Staff in the urban settings, did indeed have the perception

that their clients had generally less contact with family members than their
suburban counterparts.
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Table 5
Caseload Size and Percent of Clients with Family Contact bv-Bggign (N=14)

Urban
Caseload
No Caseload
Total

n=
3
3
6

Mean
Size
30
N/A
N/A

CaFel-oqd

Mean
Suburban n= .. Caseload Size
Caseload 7
24.3
No Caseload 1
N/A
Total
I
N/A

Mean Percent of
Clients with Familv Contact
52a/o

35%
43.5%

Mean Percent of
Clients with Familv Contqct
SB%
G5o/o

OZ.G%

The Extent to Which..Families Are lnvolved (and Not lnvolved) with Their Glients
Next, interviewees were asked to identify who the family members were

that had contact with the client. All the interviewees (N=15) answered this
question, although many responded with more than one type of family member.
Even with having clients in the adult age, the majority of the interviewees

indicated that parents had at least some regular contact with their clients. A

couple of respondents stated that they served an older population, so they would
hear of contact with their clients' adult children. Several interviewees stated that

they had clients who were married. ln some cases, both the client and the
spouse had a mental illness, in others only the client had a mental illness. ln
one case, both spouses were members of the same CSP. One interviewee

3l

wanted to make sure the definition of family was expanded to include one clients'
partner and another included the most common contact to be with some in-laws.

Table 6

The Familv Members Most Com onlv Involved with Clients f N=15)*
Familv Member

Il=

Parents

14

Siblings

7

Spouse

6

Children

5

Partner

1

Sister/Brother-l n -Law

1

*Some interviewees gave
more than one response

lnterviewees were then asked how family members were involved with

their clients (see Table 7). Again, it should be noted that some interviewees
provided more than one response. As noted in Table 7, interviewees found that
clients had contact mainly through financial means. Most commonly, this meant
that family members would give money to their clients to help offset daily living

expenses. Two respondents explained that family members have become
representative payeffi for their clients. Several interviewees stated that family
members, most often parents, provided either temporary or permanent housing
for their client. Emotional support was interpreted as being available for the
client or inviting the client to family gatherings during the holidays.
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Table 7
How Family Membqrs are lnvolved (N=15) *
J',l=

Financially

12

Housing

b

Emotional Support

4

Transportation

3

Marriage

2

Advice

2

Representative Payee

2

Communicating with the CSP

1

Help Problem Solve

1

Provide Respite Care for Children

1

"Some interviewees gave more than one response.

Conversely, interviewees were asked to identify the reasons given by
clients regarding the lack of involvement of their family members. The
responses revealed a dissatisfaction with the role of family members in the

client's lives. Table 8 shows the variety of reasons given as to why some of their
clients have no contact with family members. A history abuse by a family
member and families who did not understand or accept the client's mental illness
were the most common responses. One interviewee, who co-facilitates a

support group, commented: "ln that group, I'm hearing how people were
emotionally abused and physically abused, raped by their fathers, step-fathers,
uncles and what not". Other interviewees remembered that some clients had

JJ

some type of psychotic episode that had alienated them from the family. One
interviewee stated that a client had grown up in foster care, so there has never
been any contact with the biological family.

Table

I

Whv Clients Are Without Familv lnvolvement (N=15) *
Response

n=

Family History of Abuse
Sexual (n=3)
Physical (n=2)
Emotional (n=2)

7

Family Doesn't AccepUUnderstand lllness

5

Client's Choice

4

Family's Choice

3

Client Had An "Episode" with the Family

J

Family Moved Away

2

Grew up in Foster Care

1

Family is Mean to Client

1

*Some interviewees gave
more than one response.

These reasons for a lack of family involvement reflect why some interviewees
are reluctant to include family members in their client's goals and plans.
Evidenced in this table is the existence of some blame directed at the famity as

the cause and/or continuation of the mental illness in the client. Some
interviewees were able to recall several reasons, while one interviewee
preferred to skip the question all together.
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How Families Have a

Table

I

itive lnfluence on Clients

echoes the sentiments of severa! interviewees who have had

positive experiences with family members. A little over half of the interviewees

found that when families either understood and/or accepted their family
membefs mental illness, the client did better in their program. Even when
family members did not understand, if they were willing to learn was seen as a
positive influence on the client. Many interviewees expressed a willingness to
speak to family members who had concerns and questions, if the client would

allow

it.

Some interviewees felt that when family members were willing to get

therapy or support groups for themselves, it was positive for the client. One
interviewee's example of a positive factor for clients was when families
expressed their concerns, but did not force them on the client.

Table

I

Factors Contributing to the Relationship Being Positive (N=15)*
Resoonse

r'l=

Families understand and /or accept the mental illness

I

Education

3

Therapy/Support for themselves

2

Express their concerns, but don't force it on the client

1

Unconditional support

1

Communication with service provider

1

Draw strength from each other

1

Less judgemental

1

*Some interviewees gave
more than one response.
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How Families Have a Neqative lnfluence

The interviewees discovered a multitude of factors that contribute to a
negative relationship between a client and family members (see Table 10). For
a couple of interviewees, they just stated the opposite of the reasons that were
given as being positive. For example, families that have a clear understanding
or a desire to learn more about mental illness contributes to a positive

relationship, while misunderstanding leads to a negative relationship.

Table 10
Factors

C.

-ontributing to the Relationship Being Nesative (N=1S)*

Resoonse

n=

Misunderstanding of i lness
I

4

Families perpetuate stigma of mental illness

3

Families are enmeshed or dysfunctional

3

Families are too controlling

3

Families are critical or punitive towards client

3

Poverty

2

Fear from families that they may become ill themselves

1

Families have no boundaries

1

Alcoholism

1

Families are mentally ill themselves

1

*Some interviewees gave
more than one response.

At separate points in the interview, interviewees were asked if they felt it
was important to involve family members in the case plan of their clients. And,
as noted in Figure 4, if they generally attempted to involve family members in
their client's plans. Six (a0%) of the fifteen interviewees were open to involving
36

the family. An equal number of interviewees felt it was not necessary to involve

family in their client's plan in the program. Three

(ZOYo)

out of fifteen

interviewees were reluctant to say yes or no since it depended on the clients to

decide if they wanted family members in their program plan. Of the three, all of
them were open to family involvement as long as the client agreed.

6

o
o
g,
o
oo
o

tr
o

*

5

4
3
2
1

0
Yes

No
I

Depends

nterviewee's Response

Figure.4. Do You Generally Attempt to lnvolve
Family Members in Your Client's Plan?
(N=15)

No matter how the interviewees responded, all of them added to their
answer by stating that the client would need to agree to the decision.
lntervie\,vees clearly stated that either a signed release of information in their file

or a need for a general consent from the client before attempting any contact
with the family. lt was clear from the interviewees that client self-determination
is the primary factor in deciding to involve family members. Some did indicate

that they would ask the clients directly, while others left it up to the intake
interview (when the releases of information are signed) to decide whether family
members are included.

When interviewees were asked if they had heard from family members
expressing a need for more support or services from their agency, an
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overwhelming majority found they had at some point in their career (see
Figure 5).

No

n=4

Yes

n=l1

Fisure 5. Have Family Members Ever
Expressed a Desire for More Support
and/or Services from Your Agency?
(N=1S)

Some the interviewees identified services that they provided on a regular basis
and the family member just needed the information about those services. Others

found themselves referring family members to other agencies or programs, such
as various support groups for families affected by mental illness. Still others
struggled with wanting to provide additional services, but limited program
budgets often made it impossible.
As evidenced in Figure

6, all interviewees

except one (n=14) felt they

would want some training in the area of involving families in the client's plan.

What made this question interesting was not necessarily whether they wanted
training, but rather what kind of training would be helpful to them. Several
interviewees said that the training should include ways to help clients
understand the importance or benefits of having family members involved in their
case

plan. Another interviewee

asked for "ways to get family members involved
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or interested in education about what mental illness is and how it affects them"
[audio tape].

No
n=1

Yes
n=13

Figufp 6. Would You Ever Want Training in the
Area of lnvolving Families in Your Client's Plan?
(N=14)
Once again, client self-determination influenced the interviewees' responses.
One interviewee said he/she had received some training in this area, but stated
it was a long time

ago. A couple of interviewees stated that it was always good

to get training in any subject if it meant becoming a better professional.

Level Of Qomfort of lnterviewees in Providino Services to Familv Members

Finally, interviewees were asked to respond to a Likerttype questions
about how comfortable they felt providing certain services to family members of

clients. The range for this

\,vas

from 1 (very uncomfortable) to 5 (very

comfortable). The results are tabulated on Table 12 with the question, the
number of responses, the percentages of each category of the Likerttype scale,
and the mean score. The findings established three definite categories of

services (see Table 1 1). The categories include activities that interviewees
generally felt very and somewhat comfortable, had mixed feelings about, and
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very and somewhat uncomfortable in doing with family members. Although it's
not stated in the interview form, interviewees were told prior to completing the
questions that they were to answer based on the assumption their clients have

signed a release of information to allow them to have possible contact with the
family.

Table 11
Cateoories that lnterviewees Felt Comfortable. Had Mixed Feetinos and- Felt
Unqomfortable in Providinqto Familv Members (N=1S)
Services that most of the interviewees felt comfortable in providing to family
members (mean score):
Returning a phone call (4.6)
Giving information on support groups for themselves (4.6)
Treating them with respect (4.6)
Notifying them wl'ren a client is to be discharged (4.6)
Giving emotional support (4.4)
Giving practical advice on how to cope with a difficult situation (4.2)
Notifying them when a client is decompensating (4.0)
Giving information about a client's diagnosis (g.B)

.
o
.
.
.
.
.
.

Services that most of the interviewees had mixed feelings about providing to
family members (mean score):
Asking for input into a client's goal plan (9.6)
Giving information about medications (g.S)
lnviting them to progress or reviews (3.2)

.
.
.

The service that nearly half of the interviewees felt uncomfortable in providing to
family members (mean score):
Being available after hours (in emergencies) (2.6)

.

Table 11 shows that the interviewees \,vere generally comfortable in providing
most services to family members. Being available after office hours in case of
emergencies had the lowest mean score with 7 (47o/o) out the 15 interviewees
responding that they felt very or somewhat uncomfortable with
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it. ln addition,

they had mixed feelings about activities that included family members giving
input or being invited to a progress report or review of the client's case plan.
It appears that the interviewees were more comfortable with activities that did

not require intensive face to face contact with family members. lnterviewees

were comfortable with returning a phone call, giving information or advice and
notifying them with information about a client. When the activity switched to

something like asking them for input or inviting family members to a progress
review, the interviewees had more mixed feelings. Two interviewees used the
other category to write in "updates on progress in housing" and "problem solving
about a client's behavior at home". Both responded with feeling very

comfortable in providing the services. The responses are not indicted in either
Table 11 or Table 12 due to the small sample size (n=1).

4l

Very
n=

Service
Giving practical

Sorneryhat Mixed Somevyhat

Uncomfortable Uncomfortable

(1)

(2)

Feelings

(3)

Very

Comfpftablp Comfortable

(4)

Mean Score

(s)

advice on hour to
cope with a

difficult situation...........
Retuming a phone

cal!..

15

0

15

0

t5

0

7

6

4.2

0

3

11

4.6

3

4

4

4

3.6

?

5

2

3

3.2

0

3

E

7

4.4

0

3

11

4.6

3

3

2

0

0

2

12

4.6

4

4

6

4.0

3

3

3

o

3.8

2

3

b

3

3.5

0

0

4

6

4.6

Aeking for input into
a clienfs goel plan.....
lnviting them to

progres#ufiates.,........

14

GMng emdbnal

support.......................... 15

0

GMng information on
support groups for
themsefues

15

0

hours (emergencies).... 15

4

Being awilable after

2.6

Treating them with
reepect.

15
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Ghapter V
DlSCUSSION

Qualitative and quantitative data were collected from fifteen staff of four
community support programs in Hennepin County through a standardized open-

and closed-ended interview format. This chapter includes a general analysis of
the findings, the strength and limitations of the study, implications for social

work, and areas for future research.

Themes of the Resea[qh
Client Consenf

Client consent became a common determinant among the staff of the
community support programs on whether to involve family members in the
program plan of their clients with serious and persistent mental illness. The
interviewees indicated that families could be beneficial or harmful (and in some
cases, both at the same time), but that any involvement came only with the

client's consent.

A

response of one interviewee:

'Yes, I think it's important to involve the family but I always need to have
a signed release from the client before I will talk to any family members"
[audio tape].

Another interviewee saw it in a different Iight
"The majority of the time I don't involve the family. Most of the time, like !
said, people will not sign a release of information. They want to keep
their business to themselves.... Many people want to appear and look as
normal as they can to their families" [audio tape]
However intentional or not, their responses are Iinked to

a basic tenet of The

Nationa! Association of Social Workers (1997), Code of Ethics, Privacy and
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Confidentiality:
"Social workers may disclose confidential information when appropriate
with valid consent from the client or a person legally authorized to
consent on behalf of the client." (p. 2).

This position held by the study participants is most likely due to the fact that
these principles can be found in just about every profession of human and social

services. The principle coincides with the Code of Ethics from such groups as
the American Association for Counseling and Development, American

Association for Marriage and Family Therapy, American Psychological
Association and as already stated, the National Association of Social Workers
(Corey, Corey, and Callanan, 1993). Also, the United States Privacy Act of 1974
most likely played a part in the interviewees need for consent from clients.
Several of the responses given in the interview process began or were

followed shortly after with the comment that any decision needed to happen with
written consent of the client. Several interviewees indicated that they preferred
to treat the clients as adults. ln other words, allow the clients to make the
determination whether or not family members would be involved in their program

plan. Some respondents would encourage involvement while others stated that
they actively discouraged it in order to become less dependent on the family

members. As one interviewee responded:
"At this job, no, l've never attempted to involve [family] at all.... We
generally have clients who are their own guardian or they are living in a
group home or in a board and care, so we would be much more likely to
work with other service providers." [audio tape]

While some family members may request involvement, the final decision
is always up to the client. While the interviewees did not state it specifically,

their responses parallel one of the components in the psychiatric rehabilitation
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model. This component focuses on loosening of the power, role, and authority
between the client and the CSP staff person. ln some cases, data privacy and

confidentiality became a barrier for CSP staff in communicating with family
members, even when it may be in the client's best interest.

C I ie

nt Se/f-De

te rm i n

atio n

Some intervie\ffees expressed their conviction that clients must be able to
contribute to their own program plan with the community support program. This
is the basis for client self-determination. Two interviewees specifically

addressed this issue when discussing the importance of developing self-esteem
and sense of importance within the client. As one interviewee stated in
response to the importance of involving family members, "lf it's important to the

client. lt really needs to be their agenda..." [audio tape].
Once again, the National Association of Social Workers, Code of Ethics,
has something to say about this topic of self-determination:
"Social workers respect and promote the right of clients to self-

determination and assist clients in their efforts to identify and clarify their
goals" (p.2)
This effort to help clients identify and clarify their goals was expressed by many

interviewees. lt should be noted that client self-determination could be used by
staff as a way to avoid contact with family members. This may be especially true
when the particular involvement represents more work for the staff person.

The Relationsh,p Befwee n Clients and Their Famities ts Hetpful
Some of the interviewees saw the benefits of having a client's family

involved in the case plan. Data privacy and confidentiality may be preventing a
possible beneficial connection to family members. Some interviewees stated
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that they could see a difference between clients who had regular contact with

family and others who didn't.
"! generally see the clients who are able to get together with family as
doing better with their illness, then those who have no contact with
families" [audio tape]

Another interviewee stated that it's easier to get a better picture of clients when
he/she has been able to communicate with family members:
"Due the fact that you get a different perspective from the family
members. You get the ongoing perspective throughout the time, due to
the fact that it's mostly the parents and siblings that I have had contact
with. You get the perspective of a long time of their mental illness and
what they've gone through and a long history" [audio tape]

While still respecting the client, some interviewees would at least ask the client if
they would want family involvement due to the positive aspects that family
members can offer, such as information about how to work best with the client.

As one intervie\Mee states:
"l've seen the difference in what I can do and what I can find out [pause]
what we can coordinate upon, decide upon what we can [do] best... with
what I can talk with the member about. lt seems like you can get more indepth, more well-rounded information. I can call [family membersJ and
offer myself as a resource" [audio tape]
An interviewee gave this example of how communication with a family member
provided information and created a unified goal of money management for the
client in the program:
ln talking with [the sister] back and forth, multiple times, she suggested
that maybe we just let him sink or swim. To learn his own lessons. I
listened to her because not only does she have power of attorney over
his funds. But, it's his sister and she has known him longer than
anyone here. she's told me about his history [audio tape].
Much of the literature suggests that communication is one of the aspects missing
from community mental health support programs. At least in this case, the
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information and coordination of services could have only happened due to the

willingness of the CSP staff person and the family member.
The Relationsh,p Between Clients and Their Families ls Harmful
Research suggests that family members were often targeted by mental

health professionals for creating or sustaining the mental illness of a family
member (Hanson & Rapp, 1992; Roy-Bryne, Gross & Marder, 1982; Solomon &

Draine, 1994; Thompson & Doll, 1982). Although the interviewees did not blame
family members, many of their examples of family members having a negative
influence on their client related to a history of abuse or a certain level of
dysfunction within the family. As one interviewee stated:
"Many of our clients tell us that they are staying away from their family
because their families are mean and criminal and scary, and that they
have been harmed as a child, or they fear current harm of fear future
harm." [audio tape]
Just as the respondents recognize that they cannot change the client,
the same goes for family members. !f family members are unwilling or unable to
recognize their own need to change, the staff helps the client to remove
themselves from the perceived unhealthy environment. Family-based practice
assumes

a conscientious and ethical social worker, but when providing

services in a community support program, the emphasis is on the ctient's own
recognized needs and goals. The CSP staff saw it as their responsibility to
guide the client away from family members if they felt the relationship would be

detrimental. ln these cases, a family-centered social work practice may not be
a positive experience for the client. A couple of examples from the interviews
help elaborate on the factors that create negative relationships with the client.
The first example represents a misunderstanding of the goals that a staff
person has set for a client in the area of budgeting:
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"Sometimes the plan that I come up with, with the person gets
undermined by the parents who sometimes can't let go. So when the
person runs out of money at the end of the week, they'll give them a
bunch more money. Even though l'm trying to get the person to see that
if they run out of money maybe next week if they have no money two
days over the weekend, next time they they're going to plan it so that
they have five bucks so they have something for the weekend." [audio
tapel

ln another example, the family is more harsh:

"When I have been present in a room, in, say, in case plan review with
clients who have family members in the room with them. l've heard some
pretty ugly things said to the client by theirfamily members.... I've heard
them say things like'you can't lie about this stuffl, when in fact the client's
sense of reality is different than one without mental illness. I've heard
family members say 'knock this s*t off". [audio tape]
ln another case, the negative relationship resulted in a physical confrontation:

"l watched two siblings get into a fist fight in my office at one point."
Although, this represents an extreme case, it represents the difficulties that CSP
staff face on a regular basis when there is conflict existing between clients and
their family.

The Client, CSP, and The lnvolvement of Family Members
Since it was not asked directly, none of the interviewees stated a specific

theoretical perspective or practice model. Their responses indicated, at times, a
systems theory and family-centered practice. One person listed his/her
education as one of the main influences in determining their view towards
involving family members in a client's program plan. Most of the others
developed their view from personal experience and observation at the CSP as

their main influence. Another person observed at the CSP that the clients with
the greatest improvements over time had regular involvement from family

members. Consequently, this person had a generally positive view of family

involvement. ln this case, the respondent also used systems theory by seeing
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the client as a product of interacting subsystems within the greater sphere of
community. One interviewee mentioned that his/her use of family-centered
intervention with clients had produced both positive and negative results.
Family-centered social work practice can occur as an agency-wide

activity. One CSP out of the four had a regular program for family members at
the site. lt was not asked directly in the interview process, but seemed to come

up in discussing several of the questions. ln this case, the CSP had a weekly
'Tamily night," when family members were invited to join in the activities and

interact with their family member and the staff of the CSP. Two interviewees
suggested that most of the family members involved in the family night had a

positive impression of their CSP. Another CSP had offered a similar family night
several months prior to the interview but had not made it a regular event, even
though it also received a positive response from those who attended.
Urban Versus Suburban
The purposive sample of four CSPs was drawn from all of the community
support programs in Hennepin County. lt included two from an urban setting
and two from suburban areas in an effort to explore ditferences in responses.
Caseload size and the perception of family contact with clients from Table 5

separated the data into urban and suburban areas. There were some
differences in the perception of the percentage of clients who have regular
contact with family members.

Two interviewees from an urban CSP mentioned the presence of poverty
as a contributing factor in negative family connection to the client. This
impression may have some merit. When looking at the median income and
poverty statistics from the areas in which the CSP is Iocated, there is a

substantial difference. According to the 1990 census, the median household
income in suburban cities was $37,093 and $29,584, respectively (Slater and
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Hall, 1993). ln the same source, the median household income for Minneapolis
was $25,324. But, the City of Minneapolis Planning Department (1997) reports
that the townships of both the urban CSP's were under $20,000. Even more

poignant is the percent of people below the poverty line in each city. Again, for
suburban cities, the poverty level represents 2.2 and 2.60/o of the population.

Minneapolis has 18.5o/o of its population belowthe poverty line (Slater and Hall,
1ee3).

Strengths and Limit,Ations

This study derives strength from its use of standardized interviews that
included open-ended questions in gathering the

data. Michael Q. Patton

(1987)

suggests that this type of interview format reduces the bias that can occur from
having different interviews for different people. lnterviewer judgment is also
reduced by having a carefully worded and arranged format. ln consulting with
persons currently working in this field, they felt personal interviews would help to
invoke more of an honest response than that of a telephone interview or a
mailed survey. The use of open-ended questions offered an opportunity to
explore more of the feelings and values about this subject than if it were just
used as a mailed survey or a telephone interview.
Limitations fall into several categories: generalizability, a limited interview
time, data gathering techniques and a social desirability bias. This research is
not generalizable to other community support programs, even within Hennepin
County, because of the small number of test subjects in each agency. In one
CSP, it did represent the entire agency, but not for the remaining ones. This

limitation is based on the lack of time and resources to conduct a more thorough
research project.
Each interview lasted between 20-30 minutes. The exploration of each

question may have been increased with a tonger interview time. Although the
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standard open-ended questionnaire provided a more detailed responses than a
mailed or telephone survey, it still has some limitations. As Patton (1987) notes,

a limitation of the standard open-ended interview format is a decrease in the
amount of flexibility in probing of the interviewee responses. The least intrusive
time was selected in the busy schedules of the staff in the community support
programs.
Notes \ilere taken during the interview process. All the interview

participants consented to be audio taped, but the data analysis was completed
primarily through the notes. Limited time and resourres made it difficult to

transcribe the interviews. Therefore, there may be some other themes that were
missed in the data analysis. The audio tapes did ensure the reliability and
accuracy of the direct quotes from the interviewees.
Social desirability bias adds another limitation. Respondents may have

been reluctant to evaluate and challenge aspects of themselves or their agency
since the interviews were conducted within the agency itself. Therefore, some
may feel that the agency may need to adjust some aspect of their program, but

not admit it for fear of reprisal. Error from a social desirability bias can also

appear, as Rubin & Babbie (1993) note, if the interviewees give responses that
portray a favorable impression of themselves.

lmplications
Based on the studies done by DeChillo (1993) and Scharfstein and Libby

(1982) in which families were involved when a family member entered an
inpatient psychiatric hospital, both the client and family reported increased
satisfaction with the program. ls it reasonable to assume that the community

support programs would achieve a similar response with increased involvement
of family members in their client's case plan? Community support programs
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provide a different setting than that of a hospital, but many of the objectives of
overcoming the barriers imposed by the illness are similar in both settings.

Another implication states that whenever possible, families should be
included in the treatment plan when a family member has a mental health

disability. But, the client of the community support program needs to be in
complete agreement and give formal consent to the involvement from family.
Systems theory and family-based social work practice calls for the social worker

to be aware that an individual's past and current interactions with their family
can affect the treatment process. Since many interviewees would only involve

families if there was a written authorization in the client file, CSPs could make a
greater concentrated effort to explore the potential involvement of family
members in the intake process.
Staff need to use their professional judgment in deciding whether or not to
advocate for the client to include family members in their plan. These same staff
should also receive supervision to make sure the decision is based on what's
best for a client rather than meeting their own needs regarding involvement of

families. The decision to involve family members must be decided on a case by
case basis. As stated in the Findings chapter of this paper, families can be

equally helpful and harmful to the person with a serious and persistent mental

illness. The creation of a formal process for clients' exploration of their feelings
regarding family involvement would be helpful in helping them make a decision
regarding this matter that would be more thoughtful and less emotional.

The research suggests that CSP statf felt comfortable providing an array
of services to families. Thus, it can be concluded that staff are comfortable and

willing to involve family members. This level of comfort can be translated into
actual agency policy. Some examples include giving practical advice on how to
cope with a difficult situation or notifying them when someone is being
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discharged. When conflict arises, collaborative efforts can be made rather than
attempts to include the family members. Staff can make an effort to invite, with

client permission, family members to case review or update meetings. This
forum can be used to address concerns that staff and family have for each other.
As the research suggests, everyone can benefit from the experience, especially

the client.

EqtqrgR.esearch
One of the most fundamental questions was left unanswered: Does
involving family members into client's plans increase their chances of success in

the program? Some of the interviewees observed steady improvement in clients
who have regular family involvement. As with most research, the results add
more questions than answers.
Future research on this topic could also include interviewing with clients
and family members. A common concern of families is that they are often
excluded from the treatment. By only studying the staff of the community

support programs, the study populations of persons with the mental health
disability and their families were left out.
There are other mental health settings where this type of research can
and should be addressed. Some of these include:

.
.
e
.
.

Rule 36 Programs,
Regional rreatment Centers (formerly state hospitals),
Shelters for the homeless,
Private hospitals with a floor designated for mental health,

Culturally-sensitive mental health programs.

These types of mental health programs may have different views on family
involvement.
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Conclusion
Community support programs are the partnership between communitybased practice and people living with serious and persistent mental illness. The
staff of community support programs represent the 'Tront line" professionals in
working with people who have mental health disabilities. They often encounter
people who will not utilize services from anywhere else. History has shown that
people with mental illness were often the last ones to decide their own fate.
Community support programs allow people with mental health disabitities to
make their own decisions, for better or worse. This may include the influence of
other family members. The staff of these programs must keep in mind the
sometimes untapped resource that family members may have to offer.
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APPENDIX

A. Consent

Form
GONSENT FORM

A STUDY OF COMMUNTIY SUPPORT PROGRAM STAFF AND
THEIR VIEWS TOWARD FAMILY INVOLVEII,IENT WITH ADULTS
WHO HAVE A SERIOUS AND PERSISTENT MENTAL ILLNESS
Dear Participant,
You are invited to be in a research study about your views on family involvement
of adults with a serious and persistent mental illness, You were selected as a
possible participant because you work for an organization that was identified as
a community support program for persons with serious and persistent mental
illness. I ask that you read this form and ask any questions you may have
before agreeing to be in the study. This study is being conducted by Timothy W.
Himango as part of a master's thesis at Augsburg College.

Background lnformation

:

This research project is to help determine the current views among staff of
community support programs in Hennepin County in regards to family
involvement with clients that are in your program.

Procedures:
lf you agree to be in this study, we would ask you to do the following things:

*
*

Read and sign the Consent Form.
There will be a series of open-ended questions that relate to the purpose
above. The interview will be audio taped to help ensure that the
information you provide is analyzed correctly. The interview should take
no longer than 20-30 minutes.

Risks and Benefits of Being in this Study:
There are no foreseeable risks in participating in this study.
The indirect benefits of participating in this study includes furthering the
knowledge of how staff of community support programs view family participation
with the adult who has a serious and persistent mental illness. A summary of the
study can be made available to you by mailing a postcard with your name and
address to: Tim Himango, 1400 ParkAve. S. Minneapolis, MN 55404. you will
receive payment of $5.00 after completing this interview. The source of payment
comes for personal funds.
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Gonfidentiality:
The records of this study will be kept private. ln my thesis and any sort of report
I might publish, I will not include any information or comments that will make it
possible to identify you. The raw data will be kept in a locked boxin my home
and wlll be destroyed no laterthan December 31, 1997. Only land my thesis
advisor will have access to the raw data and listen to the audio tapes for the
purpose of the transcription process.

Voluntary Nature of Study:
Your decision whether or not to participate will not affect your current or future
relations with Augsburg College or your agency. If you decide to participate, you
are free to withdraw at any time without affecting those relationships. You may
skip any questions and still remain in the study. lf you do decide to withdraw,
you will not receive the $5.00 payment.

Gontacts and Questions:
The researcher conducting this study is Timothy W. Himango. You may ask any
questions you have now. lf you have questions later, you may contact him at
(612) 373-2458. Mr" Himango's thesis advisor is Sharon K. Patten, Ph.D.,
Associate Professor in the Department of Social Work, Augsburg College. She
is also available for questions and can be contacted at (612) 330-1723.

Statement of Gonsent:
I have read the above information. ! have asked any questions and have
received answers if necessary. I consent to participate in this study.

sig nature

Date

Signature of
Date
I consent

to being audio taped:

sig nature
I consent

Date

to having my comments be printed in the thesis:

Signatu re

Date
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APPENDIX

B. lnterview Questionaire
INTERVIEW QUESTIONS

The principle investigator states:
"The first six questions will help me gather some background information on your position within
the agency and some general information about your clientele".

BACKGROUND INFORMATION

1) What is you job title?

2) What is the size of your currcnt caseload?

_

(lf no caseload, go to 3c)

3a) Out of your current caseload, What percentage have regular contact with family

members?_

typical?_

3b) ls this typical of your average caseload? lf no, what is more
3c) Having no caseload, what would you estimate the % with the clients you are
currently working with at this

timef

4) Who are family members generally involved with your clients?
Probe Questions: Parents Siblings Spouse Extended Family Other:_

5l

How are family members most commonly involved?
Probes: Financially lt/leals Transportation Emotional Support Housing

6l lf you have clients without family involvement,

what ere some of the teasons you have
heard from clients as to why they are not involved?
Probes: "Bumed Bridge" Moved Away client Ghoice Family History

The principle investigator states:
ln the next series of questions, I'm going to ask you to comment on your view on how famities
impact on your clients as it relates to your program.
VIEW OF FAMILY INVOLVEMENT

7a) Do you feel it is important to involve family members of clients within your program?
7bl What or whom has influenced this view?
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8l

Do you view families as having a positive or negative (or both) influence on your
clients as it relates to your program? Please give examples (of each).
+

Eal What factorc have contributed to the relationship being positive?

8b) What factors have contributed to the rclationship being negative?

9) Generally, do you attempt to include family in your client's plans?

9al

What has made it conducive?

9b) What barriers have you encountered?

f

0) How do you feel family members would rate your program in regards to involving the
family?

poor

needs

12345

improvement average good excellent

111 Have family members ever expressed a desire for more support and /or services from

your agency?
lla) lf yes, can you give an example?

13) Would you everwant any training in the area of involving families in your client's
plan? Circle one: yes no
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To Be Handed to lnterviewee
How comfortable do you feel about providing the following services to family members of your
clients.
Somewhat Mixed Somewhat Very

Very

Uncomfortable Uncomfortable Feelings Comfortable Comfortable

1) Giving practical advice

on
how to cope with a difficult

situation

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

groups for themselves............

1

2

3

4

5

Being available afler office
hours (in emergencies)...........

1

2

3

4

5

Treating them with respect.....

1

2

3

4

5

1

2

3

4

5

10) Giving information about a
client's

1

2

3

4

5

11) Giving information about
medications....

1

2

3

4

5

12) Notifying them when a client
is about to be discharged.....

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

2)

Retuming a phone ca1|............

3) Asking for input into a client's
goal plan?

4)

lnviting them to progress
updates or

reviews

5) Giving emotional support.........
6) Giving information on support
7)
8)
9)

Notifoing them when a client
is

decompensating
diagnosis

13) Other- please indicate:

14)

Other- please indicate:

(tum this page around to record demographic information)

65

DEMOGRAPHICS

_Female

You are:

_Male

_19-24

Age

25-29

_30-34
_36-39
_40-44
_45-49
_50-54
_55-59

60-Over

_High

Education

School Diploma (check all that apply)

_AA (Iechnical or Community College)
_Some College
_BSW
_MSW
Ph.D.

_Degree

_Other
Race/Eth

ni

in Related Field (please specify
(pleasespecify:

citv:

jl*#ln'tiu'

Ameri can

_Caucasian
_Hispanic/Latino
_Multicultural

=lft*#

_Other

(please specify

How long have you worked at this agency?

_

How long have you worked in your cunent positio n?
How long have you worked in the field of Mental Health?
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